We dedicate this issue to aspiring family medicine and community health researchers. We include as our audience students, residents and fellows who are still learning the craft of clinical care, clinician educators making innovative strides in teaching, and experienced clinical practitioners who are inquisitive and want to contribute to the science of family medicine and community health. In addition, we believe this issue will appeal to senior researchers and mentors as a resource to share with mentees. We now focus on why this special issue provides a unique niche for encouraging and making primary care research more accessible in primary care around the globe.

Lack of family medicine research and need to develop future leaders {#s1}
===================================================================

Modern family medicine spans more than five decades in some countries, even though many countries around the world are still family medicine-emerging countries.[@R1] In family medicine-emerging countries, initial efforts often focus on clinical care and education, and engagement in research may be less common. But for success as an academic discipline, family medicine leaders ultimately recognise the importance of conducting original research to advance the content of clinical practice and to achieve recognition in academia. Unfortunately, the discipline of family medicine globally lacks a consistent and steady flow of original research. For example, in the 2018 Society of Teachers of Family Medicine Conference, Tammy Chang and other leading family medicine researchers conducted an entire plenary with an interactive focus designed to encourage more family physicians to problem solve the barriers and promote engagement in research. We now review why research needs to be done by primary care and community health specialists.

Why should primary care providers do research? {#s2}
==============================================

By virtue of the unique settings where they work and their scope of practice, primary care providers have unique expertise and unique challenges. As illustrated by White *et al* in 1961,[@R2] confirmed by Green *et al* [@R3] and replicated in multiple primary settings in Japan[@R4] Beijing[@R5] and Taiwan,[@R6] the ecology of medical care illustrates the uniqueness of the primary care setting. This body of research illustrates the selection bias that occurs as patients are filtered into other specialty settings such as secondary care hospitals and tertiary care hospitals. This work conclusively demonstrates that the types of research, and by extension educational issues, that arise in primary care and ambulatory care settings systematically differ from secondary and tertiary care settings.

Selection bias and chest pain {#s2-1}
-----------------------------

Consider the case of chest pain as a symptom and the actual risk of significant coronary artery disease (CAD) based on presentation to either a primary care setting or referral care setting. Sox *et al* [@R7] examined the prevalence of CAD in patients with similar chest pain histories, but seen in the two different settings. They compared high-disease prevalence populations, patients referred for coronary arteriography, and low-disease prevalence populations, patients from a primary care setting, in a 'drop in' clinic. Among 381 patients referred for evaluation for arteriography in the hospital, 73% had CAD, while among 289 patients in the primary care setting only 8% had CAD. Despite having the same chest pain symptoms, Sox *et al* [@R7] demonstrate the prevalence of CAD to be much lower among patients in primary care than tertiary care settings.

Implications {#s2-2}
------------

This example underscores why primary care providers need to think differently from cardiologists and other specialists. They must live on a daily basis with a different tolerance for uncertainty. Clinical reasoning for a patient with chest pain differs between primary care and academic centres. Applicable research questions about chest pain for primary care might include the following: What are the most common causes of chest pain in primary care? What are decision rules for identifying truly high CAD-risk patients? What are atypical presentations of CAD in primary care? Research done by other specialists may not consider differences in practice circumstances and often lack applicability to primary care providers. Primary care providers need different research from other specialists. By extension, primary care providers need to define and engage in the research that matters to them.

How is primary care expertise conducive to doing research that matters? {#s3}
=======================================================================

A number of research problems arise in settings that relate to the scope of primary care. Community-based care occurs in rural, suburban and urban settings in countries across the globe. The ambulatory care setting typifies the location where primary care providers work. In the ambulatory setting, the scope of practice primarily involves care of common problems. However, dealing with common problems does not necessarily suggest that the problems constitute trivial or easy problems. Primary care providers care for many patients with multiple complex problems. In many countries, they are experts in the delivery of preventive services as this comprises a central focus of primary care practice. Primary care providers provide a broad scope of care. Indeed, family medicine residency training uniquely prepares residents to care for the full spectrum of ages. The range of their training spans from preconception care, to deliveries, to newborns, children, adolescents, adult women and men, as well as elder care and end-of-life care. Other primary providers also focus on many of these same age groups.

Barriers to doing research {#s4}
==========================

Many major academic family medicine and general medicine departments have succeeded in competing for major funding and developing cutting-edge research. Still, the majority of primary care providers work on the front lines in community programmes or settings with minimal infrastructure for teaching and conducting family medicine research. These limited research infrastructure settings can be defined as any training or practice environment that has a limited number of individuals with experience in original enquiry. Such settings are characterised by limited infrastructure, for example, access to human resources for data collection, support for data analysis and mentors experienced in the academic enterprise.

Challenges of conducting research in resource-limited setting {#s5}
=============================================================

Conducting research in such limited research infrastructure settings is challenging. In addition, family medicine practitioners interested in conducting research in their clinical practice often have limited resources, time or finances, and cannot conduct large-scale projects. In limited research infrastructure settings, the desire to do research may be thwarted by lack of access to methodological references with straightforward, easy-to-understand guidance for conducting research or evaluation of common problems. Hence, a key question for those on the ground outside of the proportionately few academic family/general medicine departments in the world is how to support junior faculty, fellows, residents, medical students or even inexperienced research faculty with accessible references for conducting research.

How this special issue supports aspiring researchers in limited research infrastructure settings {#s6}
================================================================================================

For this special issue, we have assembled experienced researchers, educators and clinicians who have used the featured approaches. For each article, the authors provide a short description of a specific approach and its applications. The authors also select one or more examples of published research or evaluation reports to illustrate key features. In each article, the authors provide concrete steps for conducting the project. Finally, the authors describe potential limitations and a description of other potential resources.

Content of the special issue in detail {#s7}
======================================

The issue begins with a discussion of how to get started conducting family medicine research by translating activities in day-to-day clinical practice to five steps in research: observe, ask, reflect, explore and define. In their article, Ventres and Whiteside-Mansell illustrate these steps and related questions in a practice-based research study on electronic medical records.[@R8] Fetters then[@R9] presents a process for helping aspiring researchers go from a general topic of interest to choosing among the various research approaches that are featured in this special issue. Next, Creswell and Hirose[@R10] provide an accessible introduction to mixed methods research that combines qualitative and quantitative data. They illustrate six steps in a mixed-methods study using a survey and discuss an exemplar study on assessing resident physician communication and collaboration in interprofessional teams. Dejonckheere and Vaughn[@R11] provide practical guidance for conducting semistructured interviews in primary care research. They describe 11 skills needed to balance rapport with the interviewee and methodological rigour.

The next four articles provide steps for specific types of research in primary care. Schneiderhan, Guetterman and Dobson[@R12] turn to a common problem, the need to develop and evaluate a curriculum in medical education. Ursu, McKee and Greenberg[@R13] discuss the steps in a rigorous, research-driven quality improvement project that they illustrate with a project conducted to improve chlamydia screening rates using the plan-do-check-act model. Next, Engelman Case, Meeks and Fetters[@R14] cover steps in conducting health policy research that can be prompted by everyday dilemmas in clinical care. Fàbregues and Fetters[@R15] discuss and illustrate case study as a useful methodology in primary care research for examining in depth a phenomenon, curriculum or clinical programme in its natural setting using multiple methods to ensure the context is captured.

The final two articles discuss methods of analysis. Guetterman[@R16] presents an overview of basic statistics used in quantitative research along with 10 steps to ensure a rigorous analysis. Babchuk[@R17] then provides the fundamentals and history of qualitative analysis and presents a 10-step approach illustrated with an analysis of data from a study of minority health disparities.

Conclusion {#s8}
==========

In these pages, we provide strategies and activities based on many years of experience in engaging residents, fellows and practising clinicians in research and evaluation projects. We hope this special issue will serve as a single, online and open-access resource with strategies for taking project ideas to researchable questions or evaluations. We look forward to seeing your original research and evaluation articles in *Family Medicine and Community Health*.
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